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National Policy 
Considerations



National HIV/AIDS Strategy



Budget Control Act

• The Budget Control Act of 2011 
established budget caps for FY2016

• Sequestration will impact FY2016 funding
oBudget cap for non-defense discretionary 

funding is $494 billion, an increase of $1.6 
billion from FY2015

o If appropriators allocate funding at the 
budget cap level, there will not be across-
the-board cuts



FY2016 Budget

• President Obama released his 
FY2016 Budget in early 
February. 

• Budget reflects the his 
priorities, which include 
support for HIV and viral 
hepatitis. 

• Budget exceeded the Budget 
Control Act caps on non-
defense discretionary 
funding.
o To account for all proposed 

increases, the legislation must 
be changed. 



FY2016 President's Budget

• Highlights of the FY2016 Presidential 
Budget: 
oCenters for Disease Control and Prevention

• Division of Viral Hepatitis: $62.8 million (+$31.2 
million)

• Division of HIV Prevention: $799 million (+$12.6 
million)
• HIV Prevention by Health Departments flat funded

oRyan White Program 
• ADAP and Ryan White Part B Base flat funded
• Proposed consolidation of Part C and Part D

oDrug User Health
• $100 million in new funding for combating heroin 

and prescription drug abuse and for opioid 
overdose prevention



FY2016 Budget (House and Senate)

• The House Budget repeals the Affordable Care 
Act

• The House Budget cuts non-defense 
discretionary funding by 14% from FY2017 to 
FY2025, when compared to current law

• The House Budget transforms Medicaid into a 
block grant program through “State Flexibility 
Funds” 

• Both the House and Senate budgets repeal the 
Affordable Care Act 



FY2016 Looking Forward



Ryan White Program Next Steps

• The Ryan White Program is critical despite 
ongoing implementation of the Affordable 
Care Act

• Part B and ADAPs continue to see growth in 
programs and strive to address unmet need

• Almost all state ADAPs are using funding for 
purchasing insurance

• Part B programs necessary to address gaps 
(i.e., premium and co-pay assistance and 
support services)



The Future of Ryan White: Congressional 
& Community Conversations

• NASTAD and majority of community still 
feel it is best to not seek a 
reauthorization at this time

• Congressional staffers have said we need 
“at least one year of data on ACA 
implementation” before moving forward

• The Ryan White Work Group is engaging 
with Congress and conducting 
discussions on the future of the Ryan 
White Program



Future of Ryan White: 
NASTAD Conversations

• Issues for Consideration:
oDoes Ryan White support the HIV care 

continuum and goals of National HIV/AIDS 
Strategy?

oPart Structure

oPlanning and Community Engagement

oFunding Formulas

oRyan White Program and Insurance 
Implementation

oSpecific Populations

oOther co-morbidities and infectious diseases 



ACA Implementation:
Open Enrollment 
Considerations



ADAP/Part B Programs Currently 
Purchasing Qualified Health Plans 

(QHPs) for Clients (September 2015)

ADAP supporting QHP 
premiums, and prescription 
drug copayment and 
coinsurance

ADAP supporting QHP 
prescription drug copayment 
and coinsurance
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ADAP Insurance 
Purchasing Enrollment 
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Qualified Health Plan Enrollment: 
Key Dates and Deadlines

2015 Benefit Year
Oct.

November 1, 
2015
Open 
enrollment for 
the 2016
benefit year 
begins

December 
31, 2015
2016 benefit 
year concludes

Medicaid CONTINUOUS ENROLLMENT

January 1, 
2016
First day of the 
2016 benefit 
year – earliest 
possible 
coverage 
effective date for 
2015

Nov. Dec.

2016 Benefit Year
Jan. Feb. Mar.

January 31, 
2016
Open 
enrollment for 
the 2016
benefit year 
ends

March 1, 
2016
Last regular 
coverage 
effective 
date for 
2016 benefit 
year

April 15, 
2016
Federal 
taxes due; 
reconciliation 
for APTCs 
received 
during 2015



Most Important Reasons to Return to 
Marketplace for 2016 Coverage

1)Review new plan options and make 
informed decision to stay on existing 
plan or to pick another one

oPlan formularies, prescription drug tiering, 
premiums, and out-of-pocket costs may 
change from year to year

2)Clients need to update their income 
information for eligibility for advance 
premium tax credits and cost-sharing 
reductions



Qualified Health Plan Enrollment:
Coverage Effectuation Deadlines

Qualified Health Plan Selection 
Period

Coverage Effective Date

November 1 –December 15, 2015 January 1, 2016

December 16, 2015 – January 15, 
2016

February 1, 2016

January 16 –January 31, 2016 March 1, 2016

Special enrollment periods may apply outside of open enrollment!



Accessing Plan Information

• States have several options to obtain plan 
information ahead of open enrollment:

o Federally facilitated Marketplace will have 2016 benefit 
year plan information finalized by October 9, 2015.
• Plan information may not be publically available until November 

1

o States may request plan information from state 
departments of insurance (state rules with regard to 
availability of information vary)

o States may request plan information directly from issuers



Qualified Health Plan Enrollment:
Switching QHPs During Open Enrollment

Four Requirements

Individuals have to switch to a plan offered by the same issuer

The plan has to be offered at the same metal level and the 
same cost-sharing reduction level

The change must be because of a limited provider network

Consumers must request the change during the open enrollment 
period 

Program Considerations
For assistance with QHP plan assessment, and Cost-Effectiveness 
Modeling check out:
• NASTAD Webinar on QHP Plan Assessment
• NASTAD Plan Assessment Tools Issue Brief
• NASTAD Cost-Effectiveness Model and 

• Companion Document

https://careacttarget.org/library/plan-assessment-and-enrollment-considerations-hivaids-programs
https://www.nastad.org/sites/default/files/HCA-Brief-Plan-Assessment-Oct-2013.pdf
http://bit.ly/WLNneY
http://bit.ly/1k5Kdgf


Re-enrollment and Redeterminations: 
Background and Notification

The ACA directs the Department of Health and Services to 
develop a process for the automatic re-enrollment into 
qualified health plan, and redetermination of federal 
subsidies in cases where enrollees take no action at the 
conclusion of the benefit year.

Re-enrollment and Redetermination Notices

1. Explanation of redetermination and re-enrollment 
process;

2. Projection of 2016 premium tax credits and cost-
sharing reductions;

OR

3. Request to update Marketplace eligibility information.



Re-enrollment Hierarchy

1
• Remain in existing Plan

2

• Plan at same metal level as existing plan within 
same product

3

• Plan at one metal level higher or lower than 
current QHP within same product

4
• Any available plan in the product



What Happens to Federal Subsidies 
at Re-enrollment?

Person receiving 
premium tax 
credits must file 
federal taxes

Taxes due April 15th, but 
taxpayers can get up to six 
month no-fault extension

OE3: November 1, 2015 –
January 31, 2016

Premium tax credits auto-
renewed with updated 
income information

Client receiving 
APTC in 2014 does 
NOT file taxes

Client eligible to enroll 
without federal subsidies

Client may file taxes and 
provide updated income 
information to the 
Marketplace

Client receiving APTC 
in 2014 files taxes



Maintaining Access to Insurance: 
QHP Payment Considerations

• Coverage begins with initial on-time payment of 
premium by consumer 
o Marketplace plans must accept: paper check, 

Electronic Funds Transfer, cashier’s check, money 
order, and pre-paid debit card

o Insurer sets deadline for payment of first premium

o Insurance may be cancelled for failure to pay first 
premium by specified deadline set by plan

• NOTE: unlike 90 day grace period once 
coverage begins, there is no initial grace 
period for late premium payments

o Plan renewals do not trigger the initial payment rule; 
premium payments should proceed as they normally 
do throughout the year



Best Practices

“Vigorously Pursuing” 
Best Practices

 Implement client eligibility screening policy

 Document client contact

 Require attestation if client does not enroll 
in coverage

 Require client to accept full premium tax 
credit amount in advance and to 
acknowledge need to report changes in 
income to the Marketplace and need to file 
federal taxes for any year that premium tax 
credit was received



Discriminatory Plan Designs

• Report discriminatory plan 
designs that:
oDo not cover HIV medications

oPlace HIV medications on highest 
tier with high co-insurance

oDo not accept co-payments from 
ADAP

Template for reporting pharmacy 
refusal to coordinate with ADAP for 
payment of client co-payments

Template for reporting discriminatory 
plan designs to state department of 
insurance



Federal/HRSA 
Program Policy



Alignment with the Triple Aim



Why are these changes necessary?

• We cannot fight an epidemic with discretionary funding alone



HRSA PCN 15-02

A CQM program is the coordination of activities 
aimed at improving patient care, health 
outcomes, and patient satisfaction. To be 
effective, a CQM program requires: 

oSpecific aims based in health outcomes

oSupport by identified leadership

oAccountability for CQM activities

oDedicated resources

oUse of data and measurable outcomes to determine 
progress and make improvements to achieve the 
aims cited above. 



HRSA/HAB ACA Policies on 
Tax Reconciliation

• NEW PCN 14-01 and Frequently Asked Questions: 

oHRSA will allow RWHAP grantees to cover client tax liabilities 
associated with an overpayment of the premium tax credit.

o The payment to the IRS must be made from funds available in the 
year when the tax liability is due, even if the premiums that 
generated the tax liability were incurred in a previous funding year.

o Programs are responsible for establishing and maintaining policies 
and procedures for coordinating payments to the IRS (direct 
payments to clients are prohibited).

o Programs may only pay the amount directly attributed to the 
reconciliation of the premium tax credits; under no circumstances 
can Ryan White Program funds be used to pay the fee/penalty for a 
client’s failure to enroll in minimum essential coverage.

http://hab.hrsa.gov/affordablecareact/1401policyclarification.pdf
http://hab.hrsa.gov/affordablecareact/1401policyclarificationfaq.pdf


HRSA/HAB ACA Policies on 
Tax Reconciliation

• Ryan White program grantees and sub-grantees must vigorously pursue 
any excess premium tax credit a client receives from the Internal 
Revenue Service (IRS) upon submission of the client’s tax return

o Recovered excess premium tax credit refunds are not considered 
program income. Grantees must use recovered excess premium tax 
credits in the Health Insurance Premium and Cost-sharing Assistance 
service category in the grant year when the refund is received by the 
grantee or sub-grantee.



Program 
Considerations



Program Best Practices

Automation

CommunicationTraining



Automation

• Systems







Additional Automation

• Electronic Health Record or Client 
database reminders

• Pre-fill forms

• Staff checklists

• Client checklists



Communications

• Persistent

• Client-friendly







Training



Questions?


